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Abstract
This paper reports a case study of a workplace health programme in an international information
technology company. Discourse analysis was used to identify how specific forms of knowledge
create understandings of health and influence power relations between employee and organization.
These forms of knowledge are shown to make employee health both visible and invisible in
particular ways. Workplace health discourse encourages the employee to take responsibility
for self-assessment and behaviour adjustment to become healthier employees. This is shown to be
an ethical project which results in the alignment of personal and corporate goals.
Keywords: Workplace health, discourse, discourse analysis, power, governmentality
Introduction
It is estimated that good workplace health programmes could reduce by two-thirds the
lost production due to poor workplace health, equating to as much as 20% of the GDP
in some countries (World Health Organization, 1995). Workplace health programmes
are commonplace in developed economies; one US study found that a quarter of small
employers and almost half of large employers offer health promotion to their employees
(Wilson, DeJoy, Jorgensen, & Crump, 1999). While health-promotion programmes in the
workplace proliferate, they are often criticized for being haphazard, semi-professional,
ambiguous and poorly evaluated (Seedhouse, 1996), and for being limited to information
pamphlets or weekly emails (Chu & Forrester, 1992; Simpson et al., 2000).
As well as variety in content, programmes can have multiple aims and shifting under-
standings of the concept of workplace health. Employers cite workplace health promotion
as a sign of their genuine interest in the health of employees. Programmes do have the
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potential to improve the worker’s health, work motivation and job satisfaction but they
also have the potential to improve productivity, product quality and shareholder value. As
such a workplace health programme is subject to negotiation between numerous interes-
ted parties, which might include occupational physicians, engineers, nurses, disability
advisers, health and safety advisers, management, unions, insurers, industrial hygienists
and employees. Each of these groups has a vested interest in workplace health and
promotes particular understandings of workplace health ahead of others (Allender,
Colquhoun, & Kelly, 2006).
Early workplace health research relied on epidemiology and biostatistics to establish
links between hazardous exposures and adverse outcomes. The potential of workplace
health programmes to reduce sickness absence and improve productivity has led to more
recent research concerned with measurement of costs and outcomes. There has been
an interest in the average cost of programmes per employee (Byers et al., 1995; French,
Zarkin, Bray, & Hartwell, 1999; Hartwell et al., 1996) and changes in risk behaviour
following interventions (Hanlon et al., 1998; Musich, McDonald, Hirschland, &
Edington, 2003). The effectiveness of new technologies in encouraging programme
participation (Daly, Licata, Gillham, & Wiggers, 2005) and the health of unique popula-
tions such as shift and bar workers (Jones, Love, Thomson, Green, & Howden-Chapman
2001; Kaneko et al., 2004) have also been the subject of recent research. These studies
rely on methods from biomedicine, biostatistics and, more recently, health economics,
which, as Colquhoun (1996) points out results in a dearth of research from the
employee’s perspective (Heaney & Goetzel, 1996).
From a critical perspective, workplace health might be considered as more than
a simple initiative aimed at improving employees’ welfare and recast as a political exercise
laden with the strategies and relations of power (Cheek, 2000; Seedhouse, 1996). Crofts
(1998) found that the ‘idea’ of health at work is not a simple one and Nelkin (1985)
showed how workplace health carries multiple social and political meanings (Hall, 1996).
More recent work has shown how the control of programmes is hotly contested between
various stakeholders (Allender et al., 2006).
Forms of knowledge such as total quality management, task flowcharts and shareholder
value openly govern modern working populations. Each of these discourses prescribes
specific forms of employee and management behaviour and deploys particular tools
and calculative technologies such as budgets, audits and other methods for evaluating
‘human, natural and financial resources, in terms such as risk, profit, profitability and
danger’ (Dean & Hindess, 1998, p. 8). Health is also a significant site for governing
populations; ‘a consumed and ascribed value, its marks are visible, so it can be displayed
and, up to a point dissembled’ (Fox, 1993, pp. 26–27). A great deal of research has been
done into the regulation of individuals and populations through health (Bunton, 1997;
Baum, 1998, 1999; Lupton, 1995; Lupton & McLean, 1998), yet little has been done
at the interface of health and work. This interface is important; Petersen argues
that ‘individuality in late modern society is largely played out within the constraints
of ‘‘secondary agencies and institutions’’, principally the labour market and in the arena
of consumption’ (1997, p. 191).
It may be possible to use discourse analysis to examine the relations of power inherent
in workplace health programmes. Discourse analysis examines the communication
and reception of health messages (Potter & Wetherell, 1994) and how different groups
compete to shape ‘the social reality of organisations in ways that serve their own interests’
(Mumby & Clair, 1997, p. 182). A discourse analysis of the power inherent in workplace
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health programmes may help uncover meanings and constructs of health at work and
provide insight into the actions that follow (White, 2004).
In this context discourse is understood as ‘a body of knowledge, not so much a matter
of language as of discipline’ (Lee & Poynton, 1995, p. 1; Mills, 1997). The discourse of
workplace health represents a regulated practice responsible for particular statements
about health. This discourse may enable or constrain particular forms of knowledge and
allow for ‘certain ways of thinking about reality whilst excluding others’ (Cheek, 2000,
p. 23). This has consequences for workers as the ‘kind of subject or person we are
in different places and times depends on the rules, discourses and ideas in a culture
which determine what can be said, thought and done’ (Danaher, Shirato, & Webb, 2000,
pp. 123–124).
Discourse research in workplaces has examined the ways institutional discourses of
maternity wards affect the behaviour of pregnant mothers (Woollett & Marshall, 1997)
and how competition between traditional and modern discourses affects the birthing
practices of Asian immigrants to the United Kingdom (Woollett et al., 1995). An earlier
study by Nelkin (1985) examined the constitutive power of language in a study of job
uncertainty and risk. This study of risk discourse found that within a workplace the
‘selective use of labels [which] can trivialize an event or render it important; marginalize
some groups, empower others, define an issue as a problem or reduce it to a routine’
(Nelkin, 1985, p. 21). Allender et al. (2006) identified competition between fitness and
safety experts for control of one workplace health programme. Outside this:
Few studies have looked specifically at the way in which a range of corporate ideas and discourses are
combined within a given corporation’s health and safety program . . . very few have focused on the
contradictory elements of corporate discourse and their implications for labour consent and resistance.
(Hall, 1996, p. 98)
Foucault spelled out an approach to the research of power using the concept of
governmentality—a concept often referred to by the phrase ‘conduct of conduct’
(Foucault, 1982). The ‘conduct of conduct’ refers to the ways in which individuals,
groups and organizations manage their behaviour. For Foucault, conduct meant ‘guiding
the possibility of conduct and putting in order the outcome . . .. To govern, in this sense, is
to structure the possible field of action of others’ (Foucault, 1982, pp. 220–221). This
examination of conduct opens relations ‘between self and self, private interpersonal
relations involving some form of control or guidance, [and] relations with social
institutions and communities’ (Gordon, 1991, p. 2). Thus, a study of governmentality
investigates how ‘governments, corporations, and organisations generate various kinds of
compliance in persons themselves’ (Cawley & Chaloupka, 1997, p. 34; see also McNay,
1994).
This article presents a case study of the discourses in a workplace health-promotion
programme. It asks which forms of knowledge workplace health discourse relies on
and examines the implications of workplace health discourse both for individual
understandings of health and for relations of power within the workplace.
Methods
The study was set within an international information technology company called
Labyrinth (all names have been anonymized). Labyrinth had more than 1300 employees
across 160 sites in the Asia Pacific and was well recognized for the quality of its workplace
health programmes. The company provided traditional risk management and workplace
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assessment programmes as well as an innovative group of programmes that included
individual health assessments, health and fitness sessions, quit-smoking groups and staff
discounts on insurance premiums and gym memberships. All company employees had
free access to the company health programme as a part of their employment conditions. A
large proportion of programmes were provided by an external organization called Johns
Health.
Data were collected through semi-structured interviews, document analysis and
participant observation. Over 40 semi-structured interviews ranging between 30 minutes
and one hour were conducted with both workplace health programme staff and other
general staff who participated in the programme. Workplace health staff interviewed
included the health programme manager, the safety officer, company nurses, the lifestyle
programme manager and the director of Johns Health. General staff interviewed were two
analyst programmers, two project managers, a systems programmer, a change manager
and a records analyst. Participants were chosen via snowball sampling beginning with
the lifestyles programme manager. A referral from the lifestyles manager led to interviews
with other health programme staff, general managers and other employees. Each inter-
view began with the participants’ description of workplace health at Labyrinth and
developed over the course of subsequent interviews. Interview questions diverged over the
course of subsequent interviews between different participants. For example interviews
with the company safety officer involved the company’s strategy for compliance with
legislation while interviews with the healthy lifestyles manager centred on the range of
potential interventions. Interviews were tape recorded and later transcribed and
participants were asked to review and edit their own transcripts.
Documents examined included the company’s health policy, programme booklets,
human resources databases, and internal and public company websites. More than
100 documents were included in the data corpus. Key among these was the health
booklets provided by the Johns Health programme. This study was approved by the ethics
committee of an Australian university.
Analysis
The analysis was informed by the critical discourse analysis (CDA) approach advo-
cated by Fairclough and others (Fairclough, 1992a, 1992b; Fairclough & Wodak, 1997;
Parker 1992). Initial analysis began with a reading of texts to identify statements
about workplace health at Labyrinth. Within this text object positions (the practices and
objects referred to) and subject positions (who is being referred to, who is speaking,
who is the intended audience) were identified. Analysis began with identifying unique
subject positions and describing the object positions associated with each. A number of
subject positions were identified including employees, employers, the ill, managers,
clients, experts and non-experts. Safety, lifestyle, the body, the mind and the relationship
between mind and body were among the practices linked to these subject positions.
Like themes arising from the identification of subject and object positions were then
grouped allowing a coherent set of prescriptions to emerge. A strong theme was the
importance of the physical body and the signs and symptoms that it provided in defining
‘health’.
Table 1 shows the framework for this analysis which uses the Knowledge–Subjectivity–
Power triangle described by Heikkinen, Silvonen and Simola (1999). The starting points
for this form of analysis are the forms of knowledge that inform the workplace health
134 S. Allender et al.
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programmes; the ‘tacit rules that regulate what can and cannot be said, who can speak
with the blessings of authority and who must listen, whose social constructions are
valid and whose are erroneous and unimportant’ (Kincheloe & McLaren, 2000, p. 291).
This leads naturally to a description of the role of the subject within workplace health
discourse, and the type of subject workplace health discourse constructs. The third phase
of analysis examines the ways in which power is deployed within workplace health
discourse, how populations are made subject to governance and how individuals are
brought within this nexus of power.
This approach to discourse analysis understands language as a structure linking
common statements with a shared force and coherence and as both representing
and constructing social processes and practices (Lyons & Griffin, 2003; Mills, 1997). As a
social constructionist approach, this analysis is one of many possible readings of the text
and cannot make any claims to universal truth or to findings that are generalizable beyond
the case. The following analysis begins with a description of the booklets used in the
programme and then follows the Knowledge– Subjectivity–Power framework described
earlier.
Results and discussion
Employees at Labyrinth have access to the workplace health programme as part of their
employment conditions. Each employee is sent a starter pack that includes a membership
card and a set of occupational health booklets, which include: The Programme Philosophy;
The Exercise Prescription; Occupational Health and Fitness Assessment; Occupational Health
and Fitness Assessment Scoring Guide; Quality of Life at Labyrinth; Back Management; and
Stress Management. Employees begin by completing the Occupational Health and Fitness
Assessment, which is similar to other booklets in that it contains a number of scales.
In this case there are nine scales: Fitness Profile; Musculoskeletal Risk Factor Profile; Diet
Profile; Chemical Profile; Mind and Body Profile—Stress Profile; Career Satisfaction Profile;
Cardiac Risk Factor Profile; Health and Fitness Profile; and Summary of Profiles. Figure 1
reproduces the Mind and Body profile, which is the first of the scales in the booklet.
Table 1. Analysis of governance in workplace health.
Focus Broad question Specific questions
Knowledge
(What)
What are the ‘truths’
of workplace health?
. Who is authorized to speak using workplace health
discourse and how?
. What is to be spoken about in workplace health discourse
and how is it allowed?
. What is not to be said in workplace health discourse and
how is it stopped?
Subject (Who) Who is the good worker in
workplace health discourse?
. What must the individual do in response to workplace
health discourse?
. What must the good individual know in response to
workplace health discourse?
. How is/does the individual govern, and be governed in
workplace health discourse?
Power (Why) Why is there power in
workplace health discourse?
. How are populations individualized by workplace health
discourse individualized?
. How is the individual examined in workplace health
discourse?
. How does workplace health discourse bind individuals
in relations of power?
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Figure 1. The mind and body profile.
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Knowledge: What are the ‘truths’ of workplace health?
The Mind and Body profile is representative of many of the scales used in the workplace
health promotion programme at Labyrinth. Each profile begins with a general introduc-
tion to the profile area, in this case stress, and is followed by a large, multi-item scale.
The scale presents a large number of items (30), for each of which the employee is asked
to score his/her symptoms on a 10-point scale from no symptoms to a lot of symptoms.
A total score is derived from summing each item of the scale, which is then compared
with the score for a normal, fit and healthy human being. If the respondent’s score is lower
than the predetermined figure, she/he is considered to be healthy and if it is higher, she/he
is considered to be unhealthy.
This scale creates a specific type of knowledge, of health as a numerical score, which
is examined in the functions, reactions and contents of the body. The checklist examines
what goes into the body (alcohol, caffeine), what comes out of the body (constipation/
diarrhoea), pain in specific locations on the body (headaches, migraines, sore shoulders),
the internal workings of the body (blood pressure, colds and flu) and the visible signs
on the surface of the body (being overweight, rashes, zits, etc.).
This particular form of knowledge allows health, and in this instance stress, to be
understood in very specific ways. It takes a particular interest in those who scored higher
than ‘normal’. For these employees behaviour change is prescribed to move toward
‘normal’:
Once you start exercising regularly and with vigour, there is every chance you can expect a dramatic
improvement in your scores.
In this discourse, health is clearly constructed in the functions and appearance of
the individual body, making health an individual concern. The individual focus means
other explanations of ill health, such as poor social or working conditions, are not
examined and in some cases are actively discouraged (Schilling, 1991). The checklists
used in the programme actively shift the responsibility for health to the individual
employee. Another example of this strategy of individualization is shown in the Exercise
Prescription (Figure 2).
The possible explanations for not achieving goals are all individual: laziness, ignorance,
stupidity, superstition, bad luck or how the individual employee’s ‘cards were dealt’.
The discourse of workplace health promotion at Labyrinth clearly places the employee
at the centre of investigations into ill health and negates alternative explanations such as
Figure 2. Exercise prescription booklet.
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conditions of production, time pressure, stress, socioeconomic conditions and other
systematic explanations (Nichols, 1999; Sagoff, 1985).
Subject: Who is the good worker in workplace health discourse?
The checklists also have powerful implications for the ways in which individuals under-
stand their own health. They are intended to spur behaviour change, and to encourage
employees to make active decisions regarding their behaviour and their health. The
director of the Labyrinth health programme described the effect:
I think when I give them that mind and body profile, I think that does make people stand up and take
stock, stand up and take notice because they don’t realize that some people don’t get headaches, don’t
have sore shoulders, they sleep like kittens, they’ve got lots of energy. So when you say that normal healthy
people get less than 20 on that profile and you’ve got 130 and the key recipe is getting fitter, some of them,
for the first time, are confronted by that and they start to take notice.
Scales and measurement develop a unique health profile for each Labyrinth employee.
Particular aspects of employee health at Labyrinth become visible—a process of high-
lighting the governed, or ‘ethical’ substance (Dean, 1999). The programme sets out
the relationship of government between the worker and the company. The example in
Figure 3 is from the Occupational Health and Fitness booklet.
The Venn diagram provides a clear indication of the position of healthy people in
relation to the healthy organization. It is posited that a healthy organization is made up
of healthy people. The possibilities for understanding the relationship between the health
of the worker (measured in the functions of the body) and the health of the organization
(measured in the organization’s productivity) are extremely limited. The Venn diagram
is an illustrative mathematical device to categorize all elements of the population of
interest. It shows healthy people, and a healthy organization. Absent from the potential
combinations of organization and people are those who are unhealthy or disabled, or
organizations that are unsuccessful. The diagram does not allow a healthy organization to
include unhealthy people or allow healthy people to work in an unhealthy organization.
Another example is taken from the Back Pain booklet:
There are high costs to pay, personally and organisationally for employees and organisations that choose
to do nothing. For individuals the cost is in a diminished quality of life. For the organisations it is in lower
levels of productivity and higher costs associated with presentism, absenteeism and workers’ compensation.
This text shows that being active in becoming a healthy productive member of work-
force is desirable for both individual employees and the organization. Those who are unfit
Figure 3. Personal and corporate well-being.
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must pay personal costs and are also a liability to employ. This text constructs an ethics of
being a healthy worker at Labyrinth; a responsibility to do something for the benefit of the
self and the organization leading towards active subjects who do not need overt control.
As Usher and Solomon describe, the employees ‘see the realization of their personal
objectives as synonymous or congruent with those of the organization and . . . therefore
regulate themselves’ (1999, p. 163).
One example of the individual taking responsibility is taken from an interview with
project manager Jane:
. . . if you’re not very healthy then you don’t perform well on anything you do whether it’s work or life. I mean
if you’re constantly tired because you’re very unhealthy you’ve got the wrong diet and you’re not doing
enough exercise. I don’t know if it’s actually the company’s responsibility, whether I’m healthy or not, that’s
my responsibility.
The individual takes the subject position that he/she is responsible for his/her own
health—a particular form of knowledge. Those who resist subjugation to workplace health
discourse are cast as problematic as a consequence of their resistance to the discourse of
what a good worker (or citizen) should be like (Fox, 1993). The workplace health
discourse constructs a subject position for the healthy worker of someone who is highly
disciplined, never sick or injured, autonomous, and who takes personal responsibility for
health. Constant judgements are made in health that carry an inherent value assessment,
as the summary in the Occupational Health Booklet shows:
We rate the group profile as very good. We believe that a score of 70 is acceptable. Those who scored above 80
present a low risk to the organisation of presentism, absenteeism and workers compensation. Those scoring
less than 70 are able to reach 70 by looking after their diet and exercising.
Why is there power in workplace health discourse?
The use of scales and measures provides documented numerical scores, which are
recorded and archived, capturing the health of the individual in a single score. This
process ‘brings individuals into the classifying and serialising, categorising and comparing
fields of knowledge’ (Heikkinen et al., 1999, p. 148). As Gordon argues, the classification
of the employee in health allows for increasingly detailed measurement and ever more
intricate forms of behavioural control (Gordon, 1991). These examinations, documenta-
tions and prescriptions constitute a mechanism for imposing power by constructing health
as a quantitative variable, allowing comparison with other ‘healthy’ or ‘normal’ scores.
O’Malley describes this as a key disciplinary technique:
. . . in the specific sense of creating or specifying a general norm in terms of which individualised uniqueness
can be recognised, characterised and then standardised. Normalisation in a disciplinary sense thus implies
‘correction’ of the individual, and the development of a causal knowledge of deviance and normalisation.
(O’Malley, 1996, p. 189)
This process represents a clear ordering of forces towards a specific outcome. The
message produced by the company through its workplace health programme is that there is
no place for unhealthy workers at Labyrinth and that employees must take responsibility
for their own health. We have seen how the individual responsibility for health becomes
a public concern. The Back Pain Management booklet shows how a clear moral judgement
is applied to those identified by workplace health discourse as being in poor health:
Integrity—If you want to be fit and healthy; if you do the things that make you fit and healthy, you feel
good. You feel good from being in integrity with yourself. You automatically have feelings of satisfaction,
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pleasure and joy . . .. You have two great assets, your body and your mind. Both crave and continually
work toward the achievement of good health. To achieve poor health you really have to neglect your body
and your mind.
Workplace health discourse leads employees to understand, accept and value synchroni-
city of personal and organizational goals, a technique in which ‘subjective experiences
are simultaneously shaped and uniquely one’s own’ (Usher & Solomon, 1999, p. 163).
The linking of personal and corporate health creates a situation in which ‘governor and
governed are two aspects of the one actor, whether that actor be a human individual or
a collective or a corporation’ (Dean, 1999, p. 11). In this way:
. . . power is generally exercised not coercively, but subtly and routinely. The most effective use of
power occurs when those with power are able to get those who have less power to interpret the world
from the former’s point of view. Power is thus exercised through consent rather than coercion. (Mumby &
Clair, 1997, p. 184).
Concluding comments
My point is not that everything is bad, but that everything is dangerous (Foucault, 1982,
pp. 231–232).
Workplace health discourse regulates the health conduct of employees toward the
most suitable end for the organization. This is not necessarily bad but may be dangerous.
The organizational goal of a healthy, present worker may not be mutually exclusive
of individual goals for health, happiness and fulfilment. One potential danger is the
demarcation between a company’s interest in the health of its employees and intrusion
into the private lives of individuals.
Few could argue that a healthy workforce is not a good thing. Indeed, it is possible
to argue that workers who take responsibility for the health of themselves and their
work organization are meeting worthwhile societal and personal goals. Harnessing the
potential of workplace health discourse for the benefit of employees could be immensely
productive, perhaps even more so when employees are able to set the terms of reference
for initiatives. Employee-driven health programmes could see a re-ordering of power
relations, a recasting of working conditions and an increase in ‘ownership’ of the
workplace for employees. This in turn would open space for alternative understandings
of determinants of health such as time pressures, working conditions and so on.
This paper has analysed the discourses of workplace health within a case study of an
international IT company. It has shown that the programme relies on particular forms
of knowledge in constructing workplace health. We have identified the techniques that
these discourses use in ‘guiding the possibility of conduct and putting in order the possible
outcome’ (Foucault, 1982, p. 220).
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